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Abstract
Given the lack of active nurses in industrialized countries throughout the world, in combination with demographic changes, it is of
utmost importance to protect nurses’ well-being and to prevent psychological distress, because of their strong association with
premature occupational leave. The aim of this study was to investigate the effects of quality of leadership and social support at work
on well-being and psychological distress of nurses and to determine whether nurses’ overcommitment mediates the relationship
between the abovementioned determinants and the outcomes. A cross-sectional survey design was used to gather our data. This
study utilized part of the database of the Nurses’ Early Exit Study. A total of 34,771 nurses (covering all nurse qualiﬁcations) working in
hospitals, nursing homes, and home-care institutions in 8 European countries ﬁlled out a questionnaire (response rate=51.4%). For
all model variables (job satisfaction, satisfaction with salary, positive affectivity, personal burnout, negative affectivity, quality of
leadership, social support from immediate supervisor, social support from near colleagues, and overcommitment), psychometrically
sound, that is, valid and reliable measures were used. Outcomes from testing a structural equation mediation model indicated that,
respectively, positive and negative inﬂuences of leadership quality and social support from supervisor and colleagues on nurses’well-
being and psychological distress are partially mediated, that is, reduced, by nurses’ overcommitment. Social work environment is
highly important in relation to nurses’ well-being and psychological distress.
Abbreviations: CFI = Comparative Fit Index, COPSOQ = Copenhagen Psychosocial Questionnaire, COR = conservation of
resources, ERI = Effort–Reward Imbalance, NEXT = Nurses’ Early Exit, PANAS = Positive and Negative Affect Schedule, RMSEA =
root mean square error of approximation, SRMR = standardized root mean square residual, TLI = Tucker–Lewis Index.
Keywords: overcommitment, psychological distress, quality of leadership, social support at work, well-being
1. Introduction
Like in all industrialized countries across the world, European
countries face a serious shortage of nurses.[1,2] The aging and
dejuvenization of the working population,[3] together with the
decreasing rates of nurses entering the labor market, are
worsening this situation. All in all, the demands of nurses at
work are high: work conditions change rapidly, and nurses are
supposed to ensure high standards of quality and professional-
ism,[4] and to handle complex situations effectively.[5–7] Obvi-
ously, inherent tensions in nursing, such as time pressure, staff
shortages, and increasing demands for high performance,[8,9]
exist and are examples of physically demanding work structures
combined with emotionally demanding work settings.[10] On top
of this, most Western countries struggle with an increased need
for nursing care, as the “baby boomer” generation reaches
retirement age.[11] In a situation of massive premature leave
(before one’s retirement age) of nurses from a healthcare
institution, which is highly likely in case nurses lack well-being
and suffer from psychological distress,[12] both highly needed
organizational and individual expertise is lost, and the employer
needs to invest huge costs in recruiting, hiring, and training new
staff.[13] In the next section, we conceptualize the key outcome
variables that are dealt with in our study.
Psychological well-being is considered to be a combination of
positive affective states and functioning effectively.[14,15] In line
with Dodge et al[16] who argued that psychological, social, and
physical resources should be part of the concept of well-being, we
included satisfaction with payment as a component of well-being,
next to job satisfaction and positive affectivity.[17] Negative
affectivity, reﬂected in emotions such as anxiety, sadness,
irritability, is considered to be part of psychological distress,
which is strongly related with reduced quality and duration of
life, and increased use of health services.[18] Next to negative
affectivity, we include burnout as an indicator of psychological
distress. The following paragraphs go into the predictor variables
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and the mediator that have been incorporated in our empirical
work.
Given the serious lack of sufﬁciently qualiﬁed applicants for
nursing education in many European countries,[19] the objective
of our study was to better understand how organizational
determinants, such as quality of leadership and social support at
the workplace, may increase nurses’ well-being and prevent
psychological distress and to investigate the possible mediating
role of overcommitment. Quality of leadership can be deﬁned as
the extent to which the leader actively invests in a positive work
climate, provides clarity, and puts efforts to achieve a common
goal.[20] It has been identiﬁed as an important factor that may be
related to important employee outcomes, such as job perfor-
mance, job satisfaction, retention,[21,22] and to the workers’
employability.[10,23] High-quality leaders are able to generate a
favorable work climate[10,24] by encouraging sound communica-
tion processes and by enabling their staff members to participate
in decision-making. In addition, quality of leadership includes
competences, such as dealing with interpersonal conﬂict and
hostility, establishing more cooperative relationships.[25] Based
on the above, we hypothesized that quality of leadership is an
important predictor of well-being and psychological distress.[26]
Nurses’ social support of their supervisor and near colleagues is
one of the most important factors when facing challenging
work demands.[12] Social support can be deﬁned by the availability
of helping relations to others and by its quality[27] andmay consist
of direct help, feedback, information, and emotional support.[28]
Social support at work is positively related to nurses’ staying in
their job,[29] to furtherprofessional development,[30] to satisfaction
with their work,[10,24,31] and to well-being,[32] and it negatively
relates to stress reactions, burnout, and absenteeism.[33–35]
In addition, as previously indicated, we also investigated
whether overcommitment might play a mediating role in the
hypothesized relationships. Although the possible impact of
similar determinants in the light of well-being and psychological
distress has been dealt with in previous scholarly work,[36,37] to
the best of our knowledge, no research up to now has addressed a
model wherein the possible mediating role of nurses’ over-
commitment was examined. The Effort–Reward Imbalance (ERI)
model[38] shows the interactions between the work environment
and its direct or indirect effect on employees’ health, and its
general assumption comprises that employees spent effort at
work in order to get reward in terms of money, opportunities for
better jobs, or reputation. However, as there is often an
imbalance between effort and reward, that is, the experience
of high effort and low reward, many employees may suffer from
work-related stress and illness. This imbalance could be caused
by structural conditions, such as too many stressful reorganiza-
tions within a short time span, but may also concern individual-
level factors, such as working overtime while facing a lack of
career opportunities.[39] Overcommitment as a cognitive and
motivational pattern is characterized by an excessive job
involvement[40] that hinders the employee to balance his/her
efforts and rewards. It appears that in case employees experience
mastering challenging situations as a reward and overestimate
their coping competencies, this might lead to an inability to
recover fully, and through this to negative effects for health.[40]
In order to theoretically frame our research model and to
justify the hypothesized associations between the key variables,
we build upon COR (conservation of resources) theory[41,42] and
aim to contribute to the scholarly and societal debates on the
relationship between work conditions and healthcare profes-
sionals’ individual outcomes. COR theory is based on the
assumption that people are focused on protecting the resources
they have, in order to be able to respond to all kinds of demands
that are posed to them, as the loss of valuable resources is
endangering their abilities to cope.[41](p.513). In other words,
when, in our case, nurses perceive a threat or an actual loss of
resources (in our study social work context factors), or when they
fail to receive sufﬁcient return on their investment of resources (in
our model overcommitment), they are assumed to experience
negative individual outcomes (in our model a decrease in well-
being and an increase in distress) (“loss spiral”)[41] Analogously,
in case nurses’ social work context is perceived to be a resource,
rather than as a stressor or demand, (cf.),[43] it is plausible that
they may gain from it, leading to a higher amount of positive
individual outcomes (in our model an increase in well-being and a
decrease in psychological distress) (“gain spiral”).[41] Therefore,
in this contribution, and to prevent chance capitalization, both a
“loss” and “gain” spiral will be tested simultaneously.
2. Methodology
2.1. Sample and procedure
This study utilized part of the database of a large European study
on nurses’ reasons, circumstances, and consequences surround-
ing premature departure from the nursing profession (Nurses’
Early Exit [NEXT]),[1] ﬁnanced by the European Commission
within the 5th framework program. The NEXT study has been
approved by the ethical committee of the University ofWuppertal
in Germany. Participating countries were Belgium, Germany,
Finland, France, Italy, the Netherlands, Poland, and Slovakia.
Stratiﬁed sampling has been used in order to, as far as possible,
reﬂect the national distribution of nurses working in 3 different
types of institutions (hospitals, nursing homes, and home-care
institutions) and to cover the different regions in each country in a
representative way. In particular, we have tried our best to ensure
proportionate ratio regarding employment ﬁgures, gender
distribution, age structure, and working hours across the
distinguished types of institutions, while at the same time
incorporating the geographical spread across the speciﬁc regions
in each participating country.[1]
The questionnaires were sent to a total of 77,681 nurses resided
in these countries (covering all nurse qualiﬁcation levels), who
were working in hospitals, nursing homes, and home-care
institutions. A total of 39,894 participants returned the
questionnaire, implying a response rate of 51.4% for the total
investigation, ranging from 30.0% to 76.9% for the participating
countries. After ﬁrst data processing and cleaning, the ﬁnal
sample of this study consisted of 34,771 nurses.
3. Measures
3.1. Dependent variables
Job satisfactionwasmeasured with a thoroughly validated 4-item
scale from the Copenhagen Psychosocial Questionnaire (COP-
SOQ)[44] (e.g., how pleased are you with the physical working
conditions?). For all items, a 4-point rating scale was used
(response categories: very unsatisﬁed, unsatisﬁed, satisﬁed, and
very satisﬁed). Internal consistencies (Cronbach a) ranged from
0.69 to 0.82 across participating countries.
Satisfaction with salary: This 3-item scale was developed by the
NEXT study group[1] (e.g., how satisﬁed are you with your pay in
relation to your need for income?). All items were scored using a
5-point rating scale ranging from not at all to very much. Internal
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consistencies (Cronbach a) ranged from 0.70 to 0.84 across
participating countries.
Positive affectivity: This scale was developed by Watson
et al[45] (Positive and Negative Affect Schedule [PANAS]).
Participants rated the extent to which they “in general” feel in a
certain way. Items were alert, excited, active, interested, attentive,
determined, proud, inspired, strong, and enthusiastic andwere all
scored using a 5-point rating scale (response categories: very
slightly or not at all, a little, moderately, quite a bit, and
extremely). Internal consistencies (Cronbach a) ranged from 0.68
to 0.77 across participating countries.
Personal burnout was measured with a 6-item scale from the
COPSOQ.[44] All items were scored using a 5-point rating scale
(response categories: never/almost never, once or a few times
during a month, once or twice a week, 3–5 times during a week,
and [almost] every day) and indicated how often they feel tired,
are physically exhausted, are emotionally exhausted, think: I
can’t take it anymore, feel worn out, and feel weak and
susceptible to illness. Internal consistencies (Cronbach a) ranged
from 0.84 to 0.91 across participating countries.
Negative affectivity: This scale was developed by Watson
et al[45] (PANAS). Participants rated the extent to which they “in
general” feel in a certain way. Items were jittery, nervous,
irritable, upset, distressed, scared, guilty afraid, ashamed, and
hostile and were all scored using a 5-point rating scale (response
categories: very slightly or not at all, a little, moderately, quite a
bit, and extremely). Internal consistencies (Cronbach a) ranged
from 0.79 to 0.87 across participating countries.
3.2. Independent variables
Quality of leadership: The quality of leadership scale was taken
from the COPSOQ.[44] All 4 items (e.g., to what extent would you
say that your superior makes sure that the individual member of
the staff has good development opportunities?) were scored using
a 5-point rating scale (response categories: to a very small extent,
not very much, somewhat, to some extent, and to a large extent).
Internal consistencies (Cronbach a) ranged from 0.87 to 0.92
across participating countries.
Social support from immediate supervisor: A total of 4 items
from Van der Heijden[24] were used to measure this variable: “Is
your immediate supervisor able to evaluate the value of your
work and its results?,” “Does your immediate supervisor
regularly express an opinion on your work?,” “Is your immediate
supervisor in general ready to help you with the performance of
your tasks?,” and “Does your immediate supervisor regularly
give you supportive advice?.” For the ﬁrst item, a 6-point rating
scale was used, ranging from (1) not at all to (6) very much. For
the second and fourth item, a 6-point rating scale was used,
ranging from (1) never to (6) very often. For the third item, a
6-point rating scale was used, ranging from (1) in my opinion, (s)
he shows little willingness to help me to (6) in my opinion, (s)he is
very willing to help me. Internal consistencies (Cronbach a)
ranged from 0.81 to 0.87 across participating countries.
Social support from near colleagues: This variable was
measured by nominally identical items,[24] with obviously “near
colleagues” instead of “immediate supervisor” in the item
formulation. Internal consistencies (Cronbach a) ranged from
0.72 to 0.79 across participating countries.
3.3. Mediator
Overcommitment: This scale was taken from the ERI model[38]
and comprised 6 items (e.g., I get easily overwhelmed by time
pressures at work). All items were scored using a 4-point rating
scale (response categories: strongly disagree, disagree, agree, and
strongly agree). Internal consistencies (Cronbach a) ranged from
0.70 to 0.82 across participating countries.
3.4. Control variables
In line with previous research,[36] and to control for possible
confounding effects, age and gender were used as control
variables. Age was measured in years; gender was measured with
a binary item (male/female).
3.5. Analysis
The inﬂuence of leadership quality and social support from key
parties (i.e., one’s supervisor and near colleagues) on nurses’well-
being and psychological distress, and the mediating role of
nurses’ overcommitment, was investigated by means of a
Structural Equation Model, which involved 2 sequential steps
in the analysis. In the ﬁrst step, the measurement model of the
2 endogenous latent constructs well-being and psychological
distress was estimated. Similar to previous research about the
psychometric structure of well-being and psychological dis-
tress,[46] job satisfaction, satisfaction with salary, and positive
affectivity were used as manifest indicators of well-being.
Personal burnout and negative affectivity were used as manifest
indicators of psychological distress. This hypothesized structure
showed a very good ﬁt to the data, and it was found that all
indicators loaded signiﬁcantly on the intended factor, and that no
cross-loadings were present. In the second step, the manifest
independent variables, the mediator, and the control variables
were included in the model, and the full structural equation
model was estimated. Model ﬁt was assessed by commonly used
criteria[47]: the result of the x2 test (nonsigniﬁcant test indicates a
good ﬁt), Root Mean Square Error of Approximation (RMSEA)
(root [good ﬁt <0.05], Comparative Fit Index [CFI]/Tucker–-
Lewis Index [TLI] [good ﬁt>0.95], and Standardized RootMean
Square Residual [SRMR] [good ﬁt <0.05]).Correlation residuals
were checked to identify possible model misspeciﬁcations.
Bootstrapped conﬁdence intervals (CIs) for parameter estimates
were calculated. All estimation procedures and calculations were
done with Mplus 7 (Muthén & Muthén, Los Angeles, CA).[48]
4. Results
Descriptive statistics of all model variables are summarized in
Table 1. The ﬁnal model is illustrated in Fig. 1. After the
speciﬁcation of 2 residual correlations (between positive and
negative affectivity, on the one hand, and job satisfaction and
satisfaction with salary, on the other hand), the measurement
model showed a very good ﬁt to the data (x2=66.536, P=0.000;
RMSEA=0.028; CFI/TLI=0.997/0.985; SRMR=0.008)
(RMSEA, CFI, TLI, and SRMR). Thus, estimation of the full
structural equation model was warranted.
In addition, female nurses, compared to their male counter-
parts, experienced higher well-being, yet, higher psychological
distress, at the same time. Moreover, well-being appeared to
increase with age, while psychological distress was found to be
more pronounced among younger nurses, and appeared to
decline across the life span. Regarding the mediating role of
overcommitment in the relationship between social support from
supervisors/colleagues and leadership quality, on the one hand,
and well-being and psychological distress, on the other hand, the
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overarching pattern of results was as follows. Quality of
leadership (b=0.516, standard deviation [SD]=0.021, 95%
CI= [0.483, 0.550]), social support from one’s supervisor (b=
0.309, SD=0.019, 95% CI= [0.278, 0.340]), and social support
from near colleagues (b=0.329, SD=0.020, 95% CI= [0.297,
0.362]) had a positive inﬂuence on nurses’ well-being. These
direct effects, however, appeared to be partially mediated by
nurses’ overcommitment. More speciﬁcally, the total effect of
social support from one’s supervisor was reduced by bind=0.013
(SD=0.004, 95% CI= [0.005, 0.020]), while the total effect of
social support from near colleagues was reduced by bind=0.063
(SD=0.005, 95% CI= [0.055, 0.071]), and, ﬁnally, the total
effect of quality of leadership was reduced by bind=0.024 (SD=
0.004, 95% CI= [0.018, 0.031]).
Moreover, quality of leadership (b=0.118, SD=0.011, 95%
CI= [0.136, 0.100]), social support from one’s supervisor
(b=0.065, SD=0.012, 95% CI= [0.086, 0.045]), and
social support from near colleagues (b=0.121, SD=0.012,
95% CI= [0.141, 0.101]) had a negative inﬂuence on nurses’
psychological distress. In other words, all 3 determinant factors
were able to diminish nurses’ psychological distress. These direct
effects again appeared to be reduced, that is, partially mediated,
through nurses’ overcommitment. More speciﬁcally, the total
effect of quality of leadership was reduced by bind=0.040
(SD=0.006, 95%CI= [0.051,0.030], while the total effect of
social support from one’s supervisors was reduced by bind=
0.021 (SD=0.007, 95% CI= [0.032, 0.009], and, ﬁnally,
the total effect of social support from near colleagues was reduced
Figure 1. The ﬁnal SEM model. Only signiﬁcant (unstandardized) coefﬁcients are shown. Model ﬁt: x2=1091.378, P=0.000; RMSEA=0.037; CFI/TLI=0.971/
0.941; SRMR=0.021. Measurement model not shown. CFI = Comparative Fit Index, RMSEA = Root Mean Square Error of Approximation, SEM = Structural
Equation Modelling, SRMR = Standardized Root Mean Square Residual, TLI = Tucker–Lewis Index.
Table 1
Descriptive statistics: correlations.
Variable 1 2 3 4 5 6 7 8 9 10 11
Dependent variables
1 Job satisfaction
2 Satisfaction with salary 0.303
3 Positive affectivity 0.241 0.130
4 Personal burnout 0.372 0.196 0.239
5 Negative affectivity 0.301 0.120 0.075 0.480
Independent variables
6 Quality of leadership 0.376 0.154 0.197 0.149 0.126
7 Social support from immediate supervisor 0.347 0.142 0.208 0.144 0.118 0.674
8 Social support from near colleagues 0.210 0.093 0.227 0.126 0.100 0.249 0.369
Mediator
9 Overcommitment 0.275 0.128 0.114 0.463 0.067 0.087 0.090 0.111
Control variables
10 Age 0.026 0.023 0.038 0.040 0.030 0.035 0.020 0.073 0.054
11 Gender 0.032 0.001 0.012 0.094 0.067 0.004 0.002 0.013 0.084 0.015
Mean 2.586 2.295 3.345 2.468 1.834 3.226 3.157 3.536 13.779 38.784 1.105
Standard deviation 0.535 0.932 0.601 0.909 0.612 1.073 0.990 0.764 3.445 9.192 0.306
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by bind=0.104 (SD=0.007, 95% CI= [0.117, 0.092]).
Taken together, the signiﬁcant, respectively positive and negative,
inﬂuences of leadership quality and social support from one’s
supervisor and near colleagues on nurses’ well-being and
psychological distress were indeed reduced by nurses’ over-
commitment. Furthermore, all 3 factors, and, in particular, social
support from colleagues, also showed the potential to reduce
nurses’ overcommitment: quality of leadership (b=0.157,
SD=0.025, 95% CI= [0.198, 0.116]), social support from
one’s supervisor (b=0.081, SD=0.028, 95% CI= [0.126,
0.035]), and social support from near colleagues (b=0.408,
SD=0.028, 95% CI= [0.455, 0.362]) were all negatively
related to nurses’ overcommitment.
5. Discussion
COR theory[41,42] was used to theoretically frame a research
model that was aimed to investigate the effect of nurses’ social
work environment (i.e., quality of leadership and social support
from supervisor/near colleagues) on well-being and psychological
distress, and to determine whether nurses’ overcommitment
mediates this model’s relationships. In line with COR theorizing,
we found empirical support for both the so-called loss and gain
spiral that were hypothesized. More speciﬁcally, in case nurses
perceive their social work environment as threatening or when
they experience a lack of social support from key parties in the
organization (i.e., their supervisor and near colleagues), it is likely
that their well-being will decrease and their psychological distress
will increase, in particular so in case they are overcommitted to
their work (“loss” spiral). In a similar vein, in case nurses perceive
an ample amount of support from key parties, it is likely that
these individual outcomes will improve, reﬂected in an increase in
well-being and a decrease in psychological distress, yet, especially
so when they are not overcommitted to their job (“gain” spiral).
Moreover, it appears that a high-quality social work environment
can also prevent nurses from being overcommitted to their job.
Because we used self-report measures for all model variables, a
common-method bias may exist.[49] Future work might incorpo-
rate both nurses’ self-assessments and assessments by supervisors
and/or near colleagues to increase the validity of the outcomes.
Moreover, future research is needed to investigate the possible
impact of other factors on well-being and psychological distress,
such as work–life balance, and to further investigate possible
moderator effects, such as nursing team size and climate, and
other organizational, team, and work characteristics such as task
interdependence. We may also conduct more research testing
possible country and cultural differences in our model relation-
ships. In addition, since the investigated variables are not static,
there is a need for getting more insight in processes of change and
development, which requires longitudinal studies. Nevertheless,
we think that our results are noteworthy and add to the insights
obtained from previous work in the relationship between social
work context and individual outcomes.
This study indicates that nurses’ social work environment is
highly important and that their well-being might be at stake in
case they experience an unsupportive work environment,
reﬂected in inadequate leadership, and a lack of social support
from one’s supervisor and near colleagues. Healthcare organiza-
tions should focus on increasing awareness among supervisors
and nursing staff by paying thorough attention to possible
hindering and stimulating effects of nurses’ social work
environment, and the role they themselves play in this regard.
Nurses should provide interpersonal support to one another but
should also take the responsibility to request for it if needed.
Obviously, a climate that is characterized by safety and integrity
is key here, and by monitoring the quality of the working climate,
by protecting them against overcommitment, and by enhancing
the sustainability of their careers throughout the life span, that is,
until ofﬁcial retirement age,[10,50] their well-being can be
protected. The latter is highly important to safeguard both the
quality and quantity of health care that will be provided in the
future, and to secure its supply.
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